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Pulaski County Drug Treatment Court  

Referral Form 
 

Please fill out ALL sections of this form to the best of your ability. 

Referrals will not be considered until the full referral form has been received. Please send the completed 

information to the Drug Treatment Court (DTC) Coordinator via mail, email, or fax: 

 

Drug Treatment Court Coordinator  

110 E. Meridian St. 

Winamac, Indiana 46996 

Phone: 574-946-6558 ext 300 

Fax: 574-946-6741 

Email: vetcoordinator@pulaskicounty.in.gov 

 

 

 

For your information: 

Drug Court Informational Handout: This handout provides an overview of program admission criteria 

and an overview of program requirements. Please note that meeting eligibility requirements does not 

guarantee admission into DTC; it is at the discretion of the DTC Team. 

 

Application Process: 

1) When the DTC Coordinator receives a referral form, the Coordinator will review the referral for 

appropriateness and check the eligibility criteria of the potential participant. 

2) If the referral is complete and appropriate, an application and participant manual will be sent to the 

referred person to be completed and submitted back to the coordinator.  

3) Upon completion and submission of an application, the PCDTC Coordinator will schedule a time to 

meet with the applicant for an additional screening and assessment. The applicant will also be 

screened by the PCDTC Treatment Provider for a clinical assessment of recommended treatment 

should the applicant enter the program.  

4) Review of application by the DTC Team will take place and a determination will be made. The 

applicant will be notified upon either acceptance or denial to the program by the coordinator.  

 

Please contact the DTC Coordinator with any questions. 
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PULASKI COUNTY DRUG TREATMENT COURT 

REFERRAL FORM 

 

 

REFERRAL INFORMATION              DATE: _____________________ 

  

 

Request Date: ____________________________ 

Client Name: _____________________________ 

Aliases/Maiden Name: _____________________ 

Sex:   Male  Female 

Date of Birth: ____________________________ 

Social Security Number: ____________________ 

Phone Number: ___________________________ 

Email: __________________________________ 

Current Location: _________________________ 

________________________________________ 

City   State   Zip Code 

 

Permanent Address: _______________________ 

________________________________________ 

City   State   Zip Code 

 

County: _________________________________ 

 

MILITARY INFORMATION 

 

Have you served/do you currently serve in the Armed Forces?  YES  NO 

 

SUBSTANCE USE HISTORY 

 

Primary Substance __________________________         Secondary Substance ______________________ 

Age of first use __________ Last Used __________        Age of first use ________ Last Used __________ 

Previous treatment: ______________________________________________________________________ 

______________________________________________________________________________________ 

 

SELF EVALUATION 

 

Please circle the number that best describes how much you agree or disagree with each statement: 

1=Strongly Disagree, 2=Disagree, 3=Undecided, 4=Agree, 5= Strongly agree 

 

1. I have a problem and I want to work on it.    1 2 3 4 5 

2. At times my problem is difficult, but I’m   1 2 3 4 5 

working on it.  

3. I have people around me who I can talk to   1 2 3 4 5 

when struggling. 

4. I would like more support and resources to   1 2 3 4 5 

face my problem. 

5. I have my faults, but there’s nothing I really   1 2 3 4 5 

need to change.  
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MENTAL HEALTH HISTORY 

 

Did you have/do you currently have any mental health diagnoses?      YES  NO 

Please list any diagnoses (i.e. substance use disorder, anxiety/depression, bipolar) __________________ 

____________________________________________________________________________________ 

 

Do you currently have insurance available?:       YES  NO 

 If YES, Insurance provider: ____________________ 

 Primary Care provider: ________________________ 

Do you have access to reliable internet?      YES               NO 

Highest level of education completed: 

         11th Grade or Below      High School Diploma/GED Some College  College Grad 

Do you have a valid driver’s license: YES  NO 

If YES, Operator’s License Number: ________________________________________________________ 

State of Issuance: _____________________ 

Do you have a reliable mode of transportation available?     YES           NO 

Do you have any pending or open Department of Child Services cases open?     YES           NO 

 

REFERRAL SOURCE 

 

 

Attorney Information: 

Name of Attorney: __________________________________________ 

Phone Number: ____________________________________________ 

Email Address (if known): ____________________________________ 

 

Referral Information: 

Name of Referral: ___________________________________________ 

Phone Number: _____________________________________________ 

Email Address (if known): ____________________________________ 
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EMERGENCY CONTACT 

 

 

Name: ___________________________________________________ 

Phone Number: ____________________________________________ 

Email Address (if known): ____________________________________ 

 

 

 

IS COMPETENCY AN ISSUE:      YES  NO 

 

Occupation of Applicant: ________________________________________________________________ 

Employer          Address      Phone #            Supervisor 

    

    

    

 

Marital Status:  SINGLE  MARRIED  SEPARATED  DIVORCED 

Are you presently involved in a relationship? YES  NO 

If YES, with whom: ______________________________________ Date of Birth: ______/______/______ 

Address: ______________________________________________________________________________ 

Are they in recovery?  YES  NO 

Please list your recovery supports: 

______________________________________________________________________________________

______________________________________________________________________________________ 

 

CRIMINAL INFORMATION 

Cause Number             Current Charges                  County 

   

   

   

 

 



5 

 

Have you ever been arrested, charged, convicted/adjudicated, cited (including Vehicle Code violations) or 

held by any law enforcement or juvenile authorities in the United States regardless of whether the citation or 

charge was dropped or dismissed or you were found not guilty or whether the record has been sealed, 

expunged, or otherwise stricken from the court records on any occasion other than this arrest: 

 YES  NO 

Are you presently on probation or parole: YES    NO 

If YES, where and who is your probation/parole officer and Cause Number: 

State/County: ____________________________________________________________________ 

P.O. Name: ______________________________________________________________________ 

Cause Number: ___________________________________________________________________ 

Are you presently on bail or do you have any other outstanding criminal charges outside of Pulaski County? 

 YES  NO 

If YES, what are the charges and from where: 

Cause Number:            Charges           County 

   

   

 

 

By signing, I have read or had read to me the Treatment Court description and acknowledge that I will commit 

my time and effort to create in me behavioral and life change if accepted. I have been truthful, to the best of 

my knowledge, with regard to all my answers in this application. 

 

Signature: _____________________________________________ Date: ___________________________ 

 

If you have any questions as to the program you are applying for, please read the policy and procedure manual 

on our webpage. If you need further assistance, please contact the following coordinator: 

Pulaski County Drug Treatment Court  •  574-946-6558 ext 300 

 

 

FOR OFFICE USE ONLY 

Eligibility of charge ____________ ______  Other Pending Charges  __________________ 

IRAS score               __________________  County of Charge          __________________ 

Clinical Assessment __________________  Nonviolent Charge        __________________ 


